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EDITORIALS 


Announcement 


In reorganizing our De- 
partment of Cancer we 
have had the good fortune 
to retain as editor Dr. 
John M. Swan, until re- 
cently the Executive Sec- 
retary of the New York 
State Committee of the 
American Society for the Control of 
Cancer, Inc. In this issue Dr. Swan dis- 
cusses the vital, indeed tragic, element of 
delay in the diagnosis and therapy of 
cancer. 


A Hospital Integrates the 
General Practitioner 


General Practice in a Large Hospital is 
the title of an important article by Dr. 
M. H. Miller of Detroit in the May 3, 
1947 issue of the Journal of the American 
Medical Association. The article describes 
a plan that has been successfully carried out 
during the past eight years whereby one 
of the Mount Carmel Mercy Hospital’s 
four staff sections—General Practice—has 
been conducted by qualified general prac- 
titioners. This hospital has 450 beds and 
125 bassinets. Dr. Miller states that since 
the establishment of the Section on General 
Practice in the American Medical Associa- 
tion in June, 1946, many hospitals through- 
out the country have formed, or are in the 
ptocess of forming, general practice sec- 
tions. 

“The results of the educational program 
are apparent to the general practitioner 
himself. He feels that he is a better doctor 
than he was before he became a member 
of the staff. His education never ends, and 
he knows it. He must attend the scientific 
meetings and do outside postgraduate work 
to maintain his standing. But, best of all, 
he knows that he plays a part, however 
small, in the educational program and in 

€ management of the affairs of his 
hospital.” 
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A House Divided 
Against Itself 
Cannot Stand 


The new Wagner-Mur- 
ray - Dingell - Pepper Bill, 
providing for compulsory 
national sickness insurance, 
was introduced in the 
United States Senate on 
May 20th, once more threatening the inde- 
pendence of American institutions. 

Successful resistance to socialization and 
the survival of the private practice of 
medicine depend upon a medical states- 
manship which will free the profession 
from a status much like that of the people 
of a country threatened by military occu- 
pation. A minority, composed in the main 
of specialists, as yet hold their strongholds, 
the hospitals, against the complete control 
that a salaried status would impose (either 
under government or Blue Cross or both). 
A majority, the general practitioners, may 
be likened to an underground force, ar- 
rayed against collectivization like the 
minority but bearing the relation of Dis- 
placed Persons to the minority’s strong- 
holds. The battle cannot be won unless the 
price of professional unification is paid by 
the minority — unhypocritical recognition 
of the qualified general practitioner's true 
dignity and importance in the medical 
scheme of things and his right to seek 
and gain full access to all medical centers 
of education and training; in short, com: 
plete integration of the profession. 

It is the minority that must lower the 
iron curtain before all parties concerned 
find themselves in concentration camps. 


Buzz Bombs—Take Care 


In our March issue we reprinted Dr. 
Harold Swanberg’s article on The Goal of 
the Blue Cross, in which he expressed a 
fear that “As time goes on, the plan ap- 
pears to be to have the hospitals manned 
by full-time physicians, covering all spe- 
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cialties, on a salary basis,” and he quoted 
Dr. Wilmot Read to the effect that “We 
are now approaching the day when 
physicians will be merely a class of skilled 
workers, readily hired and fired by the 
community health center.” Dr. Swanberg 
also quoted the official publication of the 
American Hospital Association and Dr. 
John B. Pastore of the Hospital Council 
of Greater New York on the subject of 
the community care of the ambulatory sick 
by hospitals, which they favor. 

The original (at least professed) aim of 
the Blue Cross was pure hospitalization, 
but it is to be borne in mind that a number 
of medical services in the hospitals are now 
salaried; in other words, such hospitals are 
already practicing medicine; extension of 
this system can be readily envisioned. 

Yet the Missouri experience of ten years 
has proven that a Blue Cross hospitaliza- 
tion plan can be successfully operated with- 
out supplying medical services. No medical 
service has ever been offered in the hos- 
pitalization contract in Missouri. 

Just as the pre-war depression gave an 
impetus to the movement for left-wing 
bureaucratic medicine, so another de- 
pression will encourage nearly insolvent 
hospitals to engage more intensively in the 
practice of medicine, in cahoots with the 
Blue Cross. Peril will then loom from 
both quarters, as well as from compulsory 
unionization by the government itself. 

If these eventualities come to pass and 
physicians have to close their private 
offices and pass under Blue Cross, Hospital 
Corporation and perhaps other control, 
then it is to be presumed that the present 
—— beneficiaries of the medical 
closed shop (closed staff) will have to give 
up their aloof attitude toward their counter- 
parts in the labor movement and them- 
selves voluntarily or involuntarily accept 
total unionization in order to safeguard 
any remaining rights that they may have. 

There is an alternative. Perhaps when 
that day comes, if it ever does, the necessity 
of a unified (not unionized) profession 
will become apparent, and compel complete 
integration of the general practitioner. 
Divided, as now, the profession can easily 
be conquered; wnified, it would be im- 
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pregnable. It will take nothing less than 
such an issue as we have outlined to en- 
force sanity and power in place of the 
blind and bewildered arrogance that pre- 
vails today in the closed shops of medicine. 

The buzz bombs are in production. Take 
care. 


Medical Statesmanship 


The growth of the Blue Cross has 
emphasized the failure of the hospital 
fully to integrate the qualified general 
practitioner, who, lacking staff appoint- 
ment or courtesy privileges despite his 
good standing in organized medicine, is 
handicapped by the loss of his patients. 
Until now there has also been an obtuse 
failure to realize the advantages accruing 
to a hospital center absorbing and assimi- 
lating such practitioners in one or another 
capacity and the advantages to the patients 
concerned, One would suppose that all 
medical sacredness reposed in our es- 
teemed specialists. However, the recent 


.pronouncements on the further develop- 


ment of group practice, by Baehr and Heyd, 
in connection with the Master Plan for 
the future reorganization of New York 
City hospitals, seem to reveal true medical 
statesmanship. 

As New York Medicine (May 20, 
1947) points out, the Master Plan recom- 
mends that all general hospitals provide 
facilities for the care of the ambulant 
patient and that they make provision for 
home care so as to materially reduce the 
number of patients who must otherwise be 
admitted to a hospital. New York Medicine 
thinks that such recommendations, if put 
into effect, would seemingly involve hos- 
pitals directly in the practice of medicine, 
and wonders if the status and functions of 
the practicing physician in the community 
are to be properly respected and if he him- 
self will demonstrate a continuing interest 
in the development of such a plan. 

“Let us not forget,” says New York 
Medicine significantly, “that hospitals are 
primarily workshops for the practice of 
medicine. They should assist the ee 
in performing his functions and in im- 
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Diagnostic Problems in 
Surgical Diseases of the Esophagus 





Minas Joannides, M.D. 


and 
Joseph J. Litschgi, M.D. 


Chicago, Illinois 


Introduction 


Diseases of the esophagus are often over- 
looked by the chest specialist because of the 
tendency to lay more emphasis upon the 
lungs and the heart. Frequently esophageal 
lesions simulate a clinical picture of pul- 
monary disease, and unless one is on the 
alert, one is liable to miss the exact picture. 
In order to acquire a better understanding 
of the clinical phenomena of esophageal 
disease a consideration of certain points in 
the anatomy and physiology of the organ 
1s appropriate. 


Anatomy 


The esophagus (5) is the segment of 
the digestive tract that extends from the 
pharynx to the stomach. It begins at the 
level of the lower border of the cricoid 
cartilage. It is marrowest at its point of 
origin. It is again constricted at the level 
of the tracheal bifurcation and the aortic 
arch where it is crossed by the left bron- 
chus and again it is constricted as it 
passes through the diaphragm. It follows 
the curve of the vertebral column and 
passes forward in front of the descending 
aorta. It has a convex curvature toward the 
left side at the root of the neck and in 
the upper part of the thorax. In the lower 
thorax it has a concave curvature toward 
the left. It lies in the midline at its com- 
mencement at the level of the sixth cervical 
vertebra and again at the level of the fifth 
thoracic vertebra. The average length of 
the esophagus is about 25 cm. and varies 
from 20 to 36 cm. The diameter of the 
lumen varies from 13 mm. in the empty 
contracted state to 25 or 30 mm. in the 
normally distended state. 

The portion of the esophagus that passes 
through the diaphragm is enveloped by the 
pillars of the diaphragm, and these act as 
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constrictors of the esophagus at this area. 
The pillars also exert a milking down con- 
traction on the esophagus (4). It is com- 
mon to find fibrosis of the diaphragmatic 
pillars in cardiospasm. 

The thick walled esophagus (6) presents 
the four typical tunicae of the alimentary 
canal. The mucosa and the muscularis are 
the most important, the submucosa and the 
external fibrosa being accessory layers. 

The mucosa is thick and strong, of red- 
dish color in its upper portion and more 
gtayish below. It presents deep longitu- 
dinal folds to allow for distention, and 
when empty the lumen is therefore stellate 
in cross sections. The lamina mucosa 
presents numerous papillae, and is limited 
externally by a muscularis mucosae. This 
is a comparatively thick layer (except at the 
upper end) and is composed of smooth 
muscle fibers, arranged longitudinally. It 
is covered with squamous cell epithelium. 

The submucosa is a thick, very loose 
layer connecting the mucosa with the 
muscularis. It contains numerous vessels 
and nerves, and racemose mucous glands. 
A few small lymph nodes also are present 
in the submucosa, often around the ducts 
of the mucous glands. 

The muscularis is a thick reddish tunic 
with two distinct layers, approximately 
equal in thickness. The fibers of the inner 
layer are arranged circularly and are con- 
tinuous with the inferior constrictor of the 
pharynx above and with oblique fibers of 
the stomach below. The fibers of the outer 
layer are longitudinal and commence above 
as three flattened bands; a strong anterior 
band arising from the ridge on the back 
of the cricoid cartilage, and two lateral 
bands blending with the fibers of the stylo- 
pharyngeus and the pharyngopalatine mus- 
cles. These all unite into a continuous layer 
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that passes below into the muscular coat of 
the stomach. The upper third or fourth of 
the esophagus contains exclusively cross- 
striated muscle fibers like those of the 
pharynx. Below this, there is a zone of 
intermingled smooth and cross-striated 
muscle fibers. The lower third of the 
esophagus — has only smooth fibets. 

The arterial blood supply is derived 
from the inferior thyroid, the esophageal 
branches of the aorta, the intercostals, the 
inferior phrenic and the left gastric artery. 
Branches pierce the wall and supply the 
various coats. 

The veins accompany the arteries. On 
the outer surface of the esophagus they 
form a venous plexus opening into the 
gastric coronary vein below and the azygos 
with the thyroid veins above, thus estab- 
lishing a communication between the portal 
and systemic veins. 

The lymph vessels pass to the inferior 
set of the deep cervical glands in the neck 
and to the posterior mediastinal and supe- 
rior gastric nodes. 

The innervation of the esophagus con- 
sists of the recurrent nerve, the cervical 
sympathetic in the neck and the vagus and 
sympathetics in the chest. There are two 
sympathetic plexuses, namely, the submu- 
cosal and the myenteric, from which the 
walls are supplied. 


Physiology 

The physiologic phenomena (7,8) in the 
esophagus are intimately related to the act 
of deglutition. When ie is ready to be 
swallowed, stimuli are initiated in the deg- 
lutition center in the medulla and, through 
efferent reflex channels from the second 
division of the trigeminal nerve (maxil- 
lary), the glossopharyngeal, and _ the 
pharyngeal branches of the superior 
laryngeal nerve, impulses are sent to the 
muscles involved in the act of deglutition. 
The bolus of food is transferred to the 
back of the tongue by the elevation of its 
anterior part. By the contraction of the 
weer and hypoglossal muscles the 
bolus is forced backward past the pharynx 
into the upper esophagus. During this 
process all openings such as the larynx 
and nasal passages are closed and the 
esophageal orifice is opened. There is also 
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way related to lesions of the diaphragm, 
the creation of a forcible pressure in the 
pharynx to force the bolus into the esopha- 
gus. The tip of the tongue presses against 
the teeth and the roof of the mouth, thereby 

reventing an escape of the bolus at the 
lak The elevation of the posterior 
pillars of the fauces tends to close all nasal 
communications. The larynx is closed by its 
elevation and the descent of the base of the 
tongue, aided by the approximation of the 
vocal cords and depression of the epiglot- 
tis. Synchronously with these phenomena 
respiration is stopped at inspiration and 
thus aspiration of food into the air 
passages is prevented and at the same time 
opening of the esophagus is favored by the 
creation of a greater negative inspiratory in- 
trapleural pressure. By virtue of gravity 
at esophageal contraction the bolus passes 
down to the cardia. 

When the bolus of food reaches the 
cardia (4), if the esophageal and dia- 
phragmatic tonus is weak, the contents 
promptly find their way into the stomach. 
If on the other hand the bolus of food is 
large or the quality of the food causes 
irritation of the surface of the esophagus, 
spastic contractions below the bolus with 

ilation above it are noticed. Frequently 
there is a gradual and progressive relaxa- 
tion of the distal portion of the esophagus 
and the bolus is found to travel slowly 
downward. When the food reaches the 
cardia the movements of the diaphragm 
influence its passage into the stomach. If a 
deep inspiration is taken, the food is seen 
to remain at this level as long as the 
patient holds his breath. It promptly pro- 
ceeds downward as soon as breathing 1s 
resumed. When a prolonged spasm 1s 
present at the cardia, the patient may be 
found to pass his food easier by being en- 
couraged to take deep long breaths. 

We have noticed that when the food 
irritates the esophageal surface a clonic 
spasm develops in the esophagus and the 
clinical picture of hiccup may result. Such 
spasms may be also produced at will, or 
they may occur in certain types of infec- 
tious diseases causing an irritation of the 
esophageal mucosa, and also in lesions of 
the central nervous system. We are defin- 
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itely convinced that hiccup is not in any 
Such a spasin may also be a local muscular 
phenomenon independent of the central 
nervous system. This view is supported 
by the fact that we have found repeatedly 
a great tendency to persistent contractions 
of the esophageal muscle when we sacri- 
ficed experimental animals by producing 
fat embolism with intravenous injections 
of olive oil. We have found longitudinal 
and circular contractions to persist in the 
esophagus outside of the body for as long 
as two hours after death of the animal (9). 
Clinical Considerations 

Diseases of the esophagus may be 
grossly divided into two large groups, 
namely, those which sooner or later pro- 
duce obstruction of the lumen and, sec- 
ondly, those which cause no obstruction. 

The first group may be subdivided into 
nine subheadings in the order of their 
frequency. Adams and Hoover (1) classify 
them as follows: 1. Cancer of the esopha- 
gus 2. Esophageal diverticulum 3. Cardio- 
spasm 4, or web _ 5. Cicatricial 
stricture secondary to caustic burns 6. Cica- 
tricial stricture secondary to either peptic 
ulcer, or secondary to an esophagitis asso- 
ciated with a peptic ulcer below the 
esophagus 7. Cicatricial stricture secondary 
to or associated with surgical procedures 
8. Cicatricial stricture secondary to tuber- 
culous mediastinal glands 9. Congenital de- 
velopmental anomalies. In addition, luetic 
strictures of the esophagus and esophageal 
obstruction due to ja body implanta- 
tion should be considered. 

Recently Gross (2) has reported an 
unusual type of an abstructive esophageal 
lesion to which the name of dysphagia 
lusoria is given. Although it was first 
described by Bayford (3) in 1794, this 
lesion is not generally known to exist be- 
cause of its rarity. This entity is due to 
the rise of the right subclavian artery from 
the left portion of the aorta and to its 
cfossing over or under the esophagus. 
When tension is exerted over the artery 
it presses against the esophagus and causes 
dysphagia. Gross was the first to correct 
this difficulty by severing the artery before 
it crossed over. 

In the non-obstructive group of lesions 
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of the esophagus one has to consider .hic- 
cup, acute esophagitis, peptic ulcer, esopha- 
geal varices, non-obstructing tumors of the 
esophageal wall, hiatal hernia, and per- 
foration of the esophagus. 

The clinical phenomena in diseases of 
the esophagus are quite similar. They 
usually consist of dysphagia with or with- 
out regurgitation of food, substernal and 
vertebral pain, hematemesis, and bodily 
wasting due to aphagia. Roentgenoscopic 
or roentgenographic examination of the 
esophagus with the use of a barium meal 
reveals the presence and character of an 
esophageal lesion. Esophagoscopic examina- 
tion directly visualizes the type of path- 
oiogy. At times an exploratory thoracotomy 
is the best means of making an accurate 
diagnosis. During such an exploration it 
will also be possible to determine in cases 
of malignancy whether metastatic lesions 
are present or not, and if the lesion is 
operable. A good history and physical ex- 
amination is of course of greatest value. 
Acute lesions such as produced by in- 
gestion of corrosives must be treated early 
in order to avoid the development of 
severe strictures which may require surgical 
interference. 

HEMORRHAGES associated with 
lesions of the esophagus may be the result 
of a ruptured esophageal varix, or an ulcer- 
ation in the esophagus —— resulting 
from an esophagitis. In cardiospasm of long 
standing in which the proximal esophagus 
is distended and food with mucus remains 
over long periods of time ulceration may 
also occur. One of our patients died from 
an esophageal hemorrage which was asso- 
ciated with a hiatal hernia causing an ulcer 
of the esophagus at a point where the 
esophagus was kinked by the protruding 
herniated stomach. Correction of the un- 
derlying lesion will of course prevent 
bleeding. 

NEOPLASMS of the esophagus may be 
divided into those arising from the 
esophageal muscular wall, those arising 
from the esophageal mucosa and those that 
originate in the cardia or other parts of 
the stomach. (Fig. 1.) Frequently the dis- 
covery of a sentinel gland in the left 
supraclavicular area may be a good clue. 
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Fig, 1. Carcinoma of esophagus. 


Dysphagia and regurgitation first of 
solid a and then also the liquids indi- 
cate grades of esophageal obstruction. At 
times metastatic lesions in parts of the 
body accessible for study on physical ex- 
amination will give a hint as to the degree 
of the pathology. Squamous cell tumors 
found on esophagoscopic biopsy indicate 
that the carcinoma arises primarily in the 
esophagus, since the epithelium in the 
esophagus is of the squamous cell type. On 


Fig. 2. Congenital atresia of esophagus with 
a tracheal fistula. 
(Note the lipiodol in the bronchial tree.) 
























the other hand an adenocarcinoma found at 
biopsy indicates that the origin of the 
cancer is in the stomach, which is lined 
with columnar epithelium. This histological 
line of demarcation between the stratified 
epithelium of the esophagus and the col- 
umnar of the stomach is so sharp that it 
is speculative whether such neoplastic 
lesions ever readily jump this line. The 
surgical approach is different in the two 
types of tumors. Bronchoscopic examina- 
tion may determine operability from the 
point of view of extension of the tumor 
to the hilar areas of the mediastinum. 
Paralysis of the recurrent laryngeal nerve 
usually indicates that the invasion of the 
tumor has extended to the nerve and it is 


Fig. 3. Esophageal spasm (achalasia). (Note 
the smooth outline of the esophagus at the 
level of the constriction.) 


inoperable. Boring pain in the. thoracic 
spine indicates fixation of the tumor to 
the posterior mediastinal area. All cases of 
esophageal carcinoma should be explored 
for possibility of resection of the esopha- 
gus. In cases of adenocarcinoma a pre- 
liminary laparatomy should be done to 
determine operability and whether or not 
it would be possible to mobilize the 
stomach and do an esophagogastrostomy. 
If that is impossible and an esophago- 
jejunostomy is advisable, the bowel may 
be mobilized and the anastomosis done. 
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In cases in which an esophagogastrostomy 
is being contemplated, a gastrostomy is 
definitely contraindicated and a jejunos- 
tomy is pene. Esophagogastrostomy 
is preferably done intrathoracically by the 
method of Garlock (10) or less preferably 
by the use of an antethoracic anastomosis 
using a Beck-Jianu tube (11). Yudin (12) 
in 80 successful cases of antethoracic 
esophagojejunostomy prefers a modifica- 
tion of a Roux-Herzen type of esophago- 
jejunostomy which he claims is the nearest 
to an ideal. The Torek technic has been 
discarded completely by most surgeons. 

CONGENITAL ATRESIA of the 
esophagus is quite a rare condition but, if 
recognized early, it is amenable to surgical 
correction. (Fig. 2.) Vagt (13) classifies 
this lesion into three general types: 1. Com- 
plete absence of the esophagus. This lesion 
cannot be treated. 2. Atresia without 
tracheal fistula. 3. Atresia with fistula be- 
tween the trachea and esophagus. He sub- 
divides this into three further classifications 
with relation of the fistula to the trachea. 
A. Fistula exists between the upper segment 
of the esophagus and the trachea and the 
lower esophagus segment is blind. B. Upper 
segment of the esophagus is blind and 
the lower segment joins the trachea. 
C.Upper and lower segments join the 
trachea. Cole (14) also gives a good 
description with illustrations of the various 
types of atresia in his study of congenital 
malformations of the alimentary tract. 
Poth (15) has described a simple method 
of surgical approach for the correction of 
this defect. 

CARDIOSPASM is quite a frequent 
lesion. (Fig. 3.) At first it is intermittent 
in type so that a patient may have periods 
of remissions interposed with attacks of 
obstructive spasm. It is frequently asso- 
ciated with psychosomatic disturbances. 
Esophageal dilations of the cardia give re- 
lief. However, in prolonged cases a fibrosis 
occurs at the cardia so that the constriction 
becomes mechanical and requires surgical 
intervention. Karl Meyer (16) has suc- 
cessfully applied the principle of a Finney 














Fig. 4. Esophageal diverticulum at mid level 
of the esophagus. 


pillars, which are also a factor in the 
maintenance of the constriction. Meyer 
uses the transthoracic route. A similar 
technic from an abdominal approach was 
also used successfully by Churchill (17) in 
1932. Vagotomy in our experience offers 
no relief in cardiospasm. 

ESOPHAGEAL DIVERTICULA §are 
saccules in the wall of the esophagus. They 
occur at any level of the esophagus. (Fig. 
4, 5.) At times they are symptomless but 
usually they fill and produce symptoms. 
They are classified as pulsion and traction 
diverticula, according to whether they are 
hernias through a weakened muscularis, or 
whether they are due to mediastinal ad- 


Fig. 5. Door knob type of esophageal diver- 
ticulum at the lower level of the esophagus. 


pyloroplasty to the cardia. During this ™ 


Operation the mobilization of the cardia 


entails the section of the diaphragmatic _ 
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hesions. 

Those in the cervical esophagus may 
produce recurrent swellings in the neck 
with pressure symptoms. They are corrected 
by excision or by tucking the tip of the 
diverticulum upwards so that dependent 
drainage occurs and food does not fill the 
sac. The intrathoracic diverticula may be 
plicated and after inversion sutured in or 
may be removed. Rarely it may become 
necessary to resect the esophagus. 

The diverticula may at times ulcerate 
and either perforate into the mediastinum 
or result in a serious and often fatal 
hemorrhage. 


Summary 


1. Diseases of the esophagus may be classi- 
fied under two large groups, the obstructive 
and the non-obstructive. 

2. Anatomically and physiologically the 
pillars of the diaphragm have a very im- 
portant relationship to the esophagus. They 
exert a sphincteric effect both downward as 
well as circular. 

3. Clinically dysphagia, regurgitation of 
food, substernal or vertebral pain suggest 
pathology in the esophagus and should be 
investigated thoroughly. 

4. Regurgitation of bloody food, or fresh 
blood, points to an ulcerative lesion of the 
esophagus or an injured esophageal varix. 
5. Neoplasms found in the esophagus are 
of three general types. There are those of 
the muscularis, the squamous celled car- 
cinomata arising from the esophageal 


mucosa, and the adenocarcinomata arising 
from the cardiac end of the stomach. 

6. Inoperable tumors of the esophagus may 
produce pain in the dorsal spine, due to the 
fixation of the neoplasm to the spine. They 
may produce pressure symptoms on the 
bronchus resulting in pulmonary atelectasis. 
7. An intrathoracic esophagogastrostomy is 
the logical procedure after the resection of 
the esophagus. 

8. Congenital esophageal atresia, although 
rare, should be kept in mind in the new- 
born so that proper surgical intervention 
may save the infant’s life. 

9. Chronic cardiospasm (achalasia) gen- 
erally causes an esophageal dilatation above 
the obstruction. The dilated esophagus may 
ulcerate and lead to an acute, fatal hem- 
orrhage. Surgical repair of the cardiospasm 
usually results in a normal passage of food. 
Vagotomy in our experience offers no te- 
lief. 

10. Esophageal diverticula may cause con- 
siderable annoyance to the patient. Fre- 
quently they are found accidentally in the 
thoracic esophagus. They respond well to 
surgical intervention. 

11. Hiccup is the result of clonic spasm of 
the esophagus and bears no relation to the 
diaphragm. 

12. Since diseases of the esophagus are 
readily overlooked, it is hoped that in a 
routine examination of the chest, especially 
with x-ray, that the esophagus is included, 
preferably with the ingestion of a barium 
meal. 
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l2xperience with the Pomeroy Method 
of Sterilization 






William F. Nelms, M.D. 
and 
Margaret H. Doyle, M.D. 
Brooklyn, N. Y. 


The Pomeroy method of sterilization 
has been used almost exclusively at the 
Brooklyn Hospital since 1920. It was de- 
veloped by Dr. Ralph Pomeroy. The 
method was first described in the literature 


in 1930. At that time one hundred ster-— 


ilizations had been performed prior to 
1929. There were no asm failures. This 
paper is a report and study of all our 
sterilization cases from January 1, 1929 to 
January 1, 1945, 


Technique 


The fallopian tube is looped in its loose, 
middle portion with a clamp. A one to one 
and one-half inch segment of the loop is 
ligated with absorbable suture material, 
usually a double strand of number one or 
two plain catgut. The portion of the loop 
distal to the ligature is then resected. The 
excised segments are sent to the patho- 
logical laboratory for identification of the 
tubal lumen. The pathologist’s report is 
recorded in the patient’s chart for future 
reference. Care is taken to traumatize the 
tube as little as possible. For this reason 
the tube is not crushed and the ligature is 
tied tight enough to prevent bleeding but 
not tight enough to cut into the tube. The 
loop is excised cleanly with a knife or 
scissors and the stump is not cauterized. 
Absorbable suture material is used be- 
cause we desire a minimum of irritation to 
the tissues for as short a time as possible. 
We depend upon peritonealization, rather 
than the presence of a ligature, to seal the 
ends of the tubes. 


— 


Read before the 49th Annual Meeting of the 
Associated Physicians of Long Island, at The Brook- 
yn Hospital, January 25, 1947. 

_From the Department of Gynecology and Obstet- 
vten trooklyn Hospital and Long Island College 

cine, 
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It is generally accepted that fistulae are 
more likely to occur in the presence of 
tissue necrosis, hematomata or pockets of 
serum. Sampson? has shown that many 
failures in ‘tubal sterilization have been 
caused by endosalpingiosis, which produces 
the fistula. He believes that excessive 
trauma or the presence of an irritating 
foreign body (such as a non-absorbable 
ligature) predisposes to endosalpingiosis. 

We have had the opportunity to examine 
several specimens which were obtained at 
subsequent laparotomies. In each instance 
the cut ends of the tubes were separated 
at least one inch and both ends were com- 
pletely covered and sealed with peritoneum. 
Serial sections of the stumps have shown 
complete obliteration of the lumen. This 
would indicate that the small stumps of 
tube distal to the ligature absorb. Shortly 
after the ligature becomes absorbed, the 
cut ends retract and become peritonealized. 
We have also demonstrated complete oc- 
clusion of the tubes by means of hystero- 


salpingography. 
Report of Cases 


During the sixteen year period, 1929 to 
1944 inclusive, we sterilized four hundred 
and four patients by this method. One 
hundred and thirty-two, or 32.6 per cent, 
were done at cesarean section; one hun- 
dred and eight, or 26.7 per cent, at 
hysterotomy, and one hundred and sixty- 
four, or 40.5 per cent, at gynecological 
operations. Thirty-two, or 7.9 per cent, 
were thirty-nine years of age or over. This 
last figure is included because questionable 
value has been placed on some series re- 
ported in the literature in which 50 per 
cent or more of the patients were near 
the menopause and probably would not be- 
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come pregnant if they were not sterilized. 
Indications: 


Operations for prolapse or cystocele 136 
Organic heart disease 
Pulmonary tuberculosis 
-Toxemia, eclampsia or kidney 

disease 
Mental or organic brain diseases. . 
Second or third cesarean section. . . 
Repaired third degree lacerations . . 
Raynaud's disease 
Chronic thrombophlebitis 


Obviously, our indications’ have been con- 
servative. No patients were sterilized for 
social reasons, multiparity or request of the 
patient. 


Results: Three hundred and forty-eight, 
or 86.1 per cent, were followed up by 
letter, telephone, social service visit or 
private physician’s report. The time in- 
terval between operation and follow-up 
varied between two and sixteen years. 
None was less than two years. One preg- 
nancy has occurred; an incidence of 0.24 
per cent failure or one in four hundred. 


Case Report: The patient, a para II, 
was sterilized at cesarean section on 
November 22, 1933, because of a rheu- 
matic heart. Convalescence was uneventful 
and the two sections of tube sent to the 
pathologist were verified as normal ovi- 
ducts. On November 8, 1946 she was 
readmitted to our hospital on the general 
surgical service. Preoperative diagnosis: 
Ruptured appendicitis. Laparotomy dis- 
closed ruptured ectopic pregnancy. Un- 
fortunately, no member of the gyneco- 
logical department was present at the 
operation nor did we hear about this in- 
teresting case until it was too late to ex- 
amine the specimen. The report of the 
Operating surgeon was: “The abdomen 
was filled with free blood and clots. The 
right tube was enlarged at its distal half 
to a mass about 41/, centimeters in diam- 
eter. The distal extremity was ruptured. 
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The remainder of the tube appeared normal 
and showed no mark of constriction. Be. 
cause a Rocke incision had been used, the 
left tube and ovary were not examined. 
The right tube and ovary were removed 
and the abdomen closed.” Pathologist's 
report: “Corpus luteum cyst of the ovary. 
Sections of the tube showed villi and 
decidua.” 

This case is of particular interest for 
two reasons. First: A period of thirteen 
years elapsed between the time of steriliza- 
tion and the pregnancy. Second: The 
pathologist’s report of the tissue removed 
at the sterilization operation definitely 
states that both segments were oviduct. It 
is difficult to reconcile this with the sur- 
geon’s statement that the continuity of the 
tube was intact; not even showing a mark 
of constriction. 


Complications: There were two serious 
complications in the series due to the 
sterilization; one of intestinal obstruction 
and one of hemorrhage from slipping and 


cutting of the ligature. 


if Resect here 
ah 
7% : 


Fig, I. Pomeroy method of sterilization, 


Case I. A para II was sterilized at 
hysterotomy on March 5, 1936 because of 
severe heart disease. Recovery uneventful 
until two weeks after operation when she 
developed the signs and symptoms of in- 
testinal obstruction. At laparotomy 4 me 
of ileum was found adherent to the central, 
anterior portion of the fundus at the site 
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of the hysterotomy. Another loop of ileum 
was adherent to the mid-portion of the 
right tube. As this loop of intestine was 
being freed from the tube, 4 or 5 cc. of 
thick yellow pus escaped. The patient made 
a good recovery and died six years later 
of heart disease. She did not become preg- 
nant, 

Case Il. A 38-year-old para III, who 
had had two previous classical cesarean 
sections. Admitted to the hospital May 18, 
1934 in labor. She was full term and had 
received no prenatal care. A classical sec- 
tion was done immedi- 
ately. There were dense 
adhesions between the 
uterus and the addom- 
inal wall. The uterus 
was opened between 
the two cars. One liv- 
ing child and one dead, 
macerated ftus were ex- 
tracted. There were so 
many adhesions _ that 
the tubes could not be 
exposed sufficiently to 
make the loop in the 


showed infection of the abdominal and 
uterine wounds, dense adhesions through- 
out the pelvis and generalized peritonitis. 
The pelvis contained about 500 cc. of free 
blood and a large organized blood clot was 
present about the site of each tubal re- 
section. The ligature had cut half way 
through the proximal stump of each tube 
and had slipped completely off the distal 
stump. It was easy to see the reason for 
this. The loop had been made in the fixed 
portion of each tube near the uterus. Sag- 
ging of the heavy uterus from side to side 
had caused enough ten- 
sion on the ligature to 
cause it to cut through 
on the proximal side 
and slip on the distal 
side. 
Deaths: There were 
three postoperative 
deaths: one of eclamp- 
sia, oue of heart disease 
and one of sepsis and 
hemorrhage. The last 
was the only death in 
which the sterilization 


Fig. II. Modifications of Pomeroy method anchors the ligature more securely in the 
presence of a large, heavy uterus. 


loose, middle portion. They were looped 
near the uterus, tied and resected. No bleed- 
ing at that time. On the fourth posopera- 
tive day the patient showed signs of para- 
lytic ileus and peritonitis. She died on the 
seventh postoperative day This was before 
the days of adequate transfusions, penicillin 
an sulfonamide treatment, etc.) Autopsy 
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Operation was a contributing factor. This 
was preventable because the proper technic 
was not used. If sufficient exposure cannot 
be obtained it is better judgment to use 
another method of sterilization. 


Discussion 
Our percentage of failure compares 
, 187 








favorably with the results published by 
others who have used this method of ster- 
ilization as well as other methods. Lull® 
has reported 812 Pomeroy sterilizations 
with no falures; Thornton* 219 with no 
failures; Lock® 57 with two failures and 
Knight® 174 with one failure. Including 
our cases, this gives a total of 1666 with 
4 failures; an incidence of 0.24 per cent or 
about one in four hundred. Knight® has 
collected from the literature a total of 
4,952 Madlener sterilizations with 30 
failures: an incidence of 0.6 per cent or 
about one in one hundred sixty-five. 

One of the criticisms of the Pomeroy 
method is that the cut ends of the tube 
are not peritonealized at the time of Oper- 
ation. Therefore, there is danger that a 
loop of intestine may adhere to this raw 
surface. In the one case we had in which 
this happened, there is evidence that there 
must have been some degree of infection 
in the tubes at the time of operation, which 
would be a contributing factor. No similar 
complication has been reported in the 1200 
Pomeroy sterilizations cited above. How- 
ever, that this can occur cannot be denied. 

Another criticism is the fear of bleeding 
trom slipping or cutting of the ligature. 
This should be preventable provided the 
technique is accurate. In our experience the 
following points are essential in order to 
obtain the best results: 

1. The loop must be made in the loose, 
middle portion of the tube where the sag- 
ging side to side motion of a heavy uterus 
will produce no tension on the ligature. 

2. The loop should not be made too 
large or too small. If it is too large, ten- 
sion will result when the ligature is tied. 
Also, there is danger that the ovarian 
artery will be included in the loop, thus 
impairing the circulation of the ovary. If 
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it is too small the stumps may be cut too 
close to the ligature, thus inviting slipping; 
or the top of the loop may merely be 
sliced without destroying the continuity 
of the tube through failure to remove a 
segment. 

3. The ligature should be tied just tight 
enough to prevent bleeding or slipping 
but not tight enough to cut into the tube. 
{n certain situations where difficulty is en- 
countered in properly exposing all of the 
tube but in which a loop can be made 
without too much tension in the middle 
portion, the danger of slipping may be 
lessened by transfixing the mesosalpinx 
with a suture ligature, tying one leg of the 
loop with a single knot and then sweeping 
the ligature around the other leg and tying 
securely. This anchors the ligature more 
securely and does not produce undue 
trauma. 

4, The operation is contraindicated in 
the presence of infection, dense adhesions, 
diseases of the tubes and a uterus greatly 
enlarged by fibroids. 


Summary 

1. Four hundred and four cases of 
Pomeroy sterilization have been reported, 
with a follow-up of 86.1 per cent. 

2. One failure occurred: an incidence 
of 0.24 per cent or one in 400. 

3. There were two serious complica- 
tions; one of intestinal obstruction and one 
of hemorrhage from a slipped suture. 

4. Methods of technic and selection of 
cases have been discussed which may tend 
to prevent complications and failures. 

5. Our experience at the Brooklyn 
Hospital convinces us that the Pomeroy 
method of sterilization is simple, safe and 
sure provided the proper technique 's 
rigidly followed. 


5. Leck, F. R.: South. M. J. 36:138, 1942. rs 
6. Knight, R. vD.: Am. J. Obst. & Gynec. 51: 
201, 1946. 
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Vitamin C Deficiency in Multiple Sclerosis 


(Preliminary Report) 
E. Y. Williams, M.D. and W. Bullock, M.D. 


Division of Neuropsychiatry, School of Medicine 
Howard University, Washington, D. C. 


In the course of treatment of cases of 
multiple sclerosis with a diet rich in vita- 
min C, and with liver extract, it was noted 
that these cases improved remarkably well. 
As a result of this observation it was 
thought advisable to check all future cases 
of multiple sclerosis to determine whether 
there was an actual deficiency of Vitamin 
C before starting them on this therapy. 
Accordingly the “Assay Method” of Abt 
and Farmer was used for this purpose. A 
total of nine cases of multiple sclerosis 
was collected. These are shown in Table I. 


Time of Vitamin C 


Name Age Sex Illness Level 
Lao SF F 2 Yrs. .38 mg. 
2.).B. 48 M 2Weeks 4 ” 
z.Cjl 35 M 10Men. A535 ” 
4,.C.R. 30 M 6Weeks 3 ” 
5. A.H. 26 F 9 Mos. 45. 
6. P.S. 45 M_— 10 Mos. a2 
PEM. 72 F 16 Mos. Di ete 
el. Re’ 25 F 4Yrs. 35s 
.1.C 31 M 44 Yr. ‘Ben 


Because all cases showed a level below 
normal, it was thought necessary to check 
another series of cases other than multiple 
sclerosis selected at random from the other 
services of the hospital, as a control to see 
how frequently low levels of Vitamin C 
were to be observed in patients recently 
admitted to the Hospital. These were 
chosen so that the word diet would play as 
little a role as possible in the results 
obtained. 

These patients were not questioned as 
to dietary habits until the vitamin C level 
had been determined. This was done in 
this manner so as not to prejudice the 
selection of cases shown in Table II. 

In this group selected at random it was 
noted that only two cases showed a level 
below normal—namely #4 and #11. 
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Questioning of these two patients after 
levels were observed confirmed the findings 
that their diets were deficient in Vitamin 
C. Rinehart? has noted that cases of 
rheumatic fever often show Vitamin C 
deficiency. In the case here presented the 
finding was borderline. The relation to 
infection has been noted by Faulkner and 
Taylor? and probably would explain the 
low level observed in psitticosis. In other 
cases the diet was considered ‘fair’ to 
“good.” 

The questions asked of these patients 
afterward were as to: 


1. The frequency of the use of citrus 
fruits and tomatoes. 

2. The frequency of the use of cabbage 
and other cooked green vegetables rich in 
Vitamin C, also the nature of vessels in 
which they were cooked and as to whether 
such foods were, or were not, covered dur- 
ing cooking. 

3. The frequency of eating warmed up 
foods. 

The loss of vitamin C by cooking® in 
open vessels and by long storage® has been 
noted by many investigators. This probably 
explains why patients while admitting the 
liberal use of food with vitamin C were 
shown by the assay method to have had a 
low level. 

There was noted a definite relationship 
between low level and to either limited 
intake or poorly prepared food with Vita- 
min C. This was true in Cases #2 and #6 
who ate mostly in restaurants. While this 
group, selected at random, showed variable 
findings most of which were above normal, 
all of our multiple sclerosis cases in this 
preliminary study showed a level below 
normal. 

Nine cases of multiple sclerosis are here 
presented. All showed a level below 
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Diagnosis 
Diabetes Mellitus 
Diabetic Neuropathy 


M. 65 F 


— 


42 


N 


Aortic Insufficiency 
Rheumatic Fever 
Psitticosis 


19 
45 
D7 
55 
. 45 
. 61 
41 
38 
Ly 


normal. Of eleven cases chosen at random 
from other services two cases showed levels 
below normal. While this series is far too 
small to permit us to draw any definite 
conclusion, at least it does show a trend 


Name 


J 
J ke 
Osteomyelitis 

Strangulated Hernia 


Umbilical Hernia 


.D. 
W. 


ZSnZZZR5m 2 


:. 
J 
& 
S. 
G. 
F. 
O. 
F. 


. 
. 


K SOUOMDNAUY hw 


_— 


Traumatic Injury to Right Leg 


Congestive Heart Failure 
Subarachnoid Hemorrhage 
Subarachnoid Hemorrhage 


Vitamin C 
Level 
1.09 mg. 


Time In 
Hospital 
2 Mos. 


Service 
Medical 


Malignant Hypertension and 


Medical 
Medical 
Medical 
Surgical 
Surgical 
Surgical 
Medical 
Medical 


2 Mos. 56 
3 Weeks 6 

1 Mo. 4 
5 Weeks By 
3 Weeks 1.05 
1 Mo. 1.3 

1 Mo. 6 

3 Weeks 6 
2 Mos. 83 Medical 
5 Weeks 25 Medical 


which was supported by clinical observa- 
tion. 

Cases of multiple sclerosis showed a con- 
sistent deficiency of Vitamin C by the assay 
method. 
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EDITORIALS 
—Concluded from page 178 





proving his services. Under no circum- 
stances should they supplant him.” 

Baer and Heyd are obviously alive to 
their trusteeship for the profession at this 
evolutionary (revolutionary?) point; they 
display an understanding of what proper 
integration of the general practitioner 
should really mean in a civilized com- 
munity. 


The Free Man and His Doctor 


The economists are wondering whether 
a plant in Ohio may not have discovered 
a formula for industrial peace. We our- 
selves are wondering whether it may not 
have discovered at the same time a formula 
that will enable the worker to employ 
—_ practitioners of medicine on a 

er basis. 

The piant is operated by Cecil F. 
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Adamson, and it makes welded steel stor- 
age tanks for oil companies and gas- 
stations. He splits his monthly profits 50-50 
with his unionized working force, has had 
no strikes, has vastly increased produc- 
tion, and has made amazing profits. The 
men participate in shop decisions and are 
responsible partners in the enterprise. 
There are no insurance or pension of in- 
vestment elements in the system, as the 
worker is free to do what he likes with 
his money. 

Such a free man must be easily able to 
employ a physician on a self-respecting 
basis. He would not be interested, we 
should suppose, in socialized or nation- 
alized doctors. 


The Basic Pathology 
It is estimated that 20 per cent of all 
families in the United States earn less than 
$1,000 a year and 47 per cent earn less 
than $2,000 a year. 
—Continued on page 193 
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CANCER 


Serial Surveys of Current Concepts 


and Activities 
Department Edited by 


John Mumford Swan, M.D., F.A.C.P. 
Rochester, N. Y. 


In a paper entitled “The Culpability for 
Delay in the Treatment of Cancer’ Pack 
and Gallo in 1938 (11) reported the re- 
sults of an analysis of 1000 cases of cancer 
seen at Memorial Hospital (New York, 
N. Y.) and the Tumor Clinic of the 
Paterson (New Jersey) General Hospital, 
during the fifteen year period 1923 to 
1938. The authors say: “Many cancers are 
curable if treated in time. This is the key- 
note of the educational campaign for the 
control of cancer. To reduce the delay in 
treatment is the first step in lessening the 
mortality from the disease.” 

They attribute the delay in part to the 
patient, in part to the physician, and in 
part to both. Delay on the part of the 
patient is designated as reasonable if the 
time elapsing betwen the onset or discovery 
of symptoms and the first visit to the 
physician is less than three months; as 
undue delay when the interval is three 
months or more. Refusal to accept the ad- 
vice of the physician or any circumstance 
which delays the time from onset of 
symptoms to the clinic beyond the three 
months period is designated subsequent 
delay. They found the patient alone was 
tesponsible for the delay in 44.3 percent 
of those patients who did delay for more 
than a three months period, the physician 
alone in 17.0 percent, and the physician 
and the patient together in 18.0 percent. 
There was no delay in 20.7 percent. 

In 1946, Hudson and Alt (10) analyzed 
the results of the treatment of gastric car- 
cinoma in a community hospital of 200 
beds. One hundred and twenty-three patients 


——— 


See editorial in this issue. 
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were admitted with a tentative diagnosis 
of cancer between 1917 and 1945. Of 
these, sixty were confirmed either by 
biopsy, radical operation or at autopsy, and 
the average delay in consulting a physician 
after the realization of the presence of 
symptoms was 2.8 months. The authors 
say: ‘The inevitable conclusion is that the 
present methods [of treatment} are sadly 
inadequate.” 

The reduction of time between the ap- 
pearance of symptoms and consultation 
with the physician is the major factor in 
the improvement of the survival rate. The 
development of a program to educate the 
layman in the necessity for an examination, 
the objective of which is to prove that 
cancer is not the cause of the symptoms of 
which he complains, is the first approach 
to the early diagnosis. For example, if we 
can, with reasonable accuracy, show that 
many patients with symptoms referable to 
the digestive tract are not developing 
cancer, the layman, we hope, will ask for 
physical examination and will accept advice 
with less reluctance. (See the paper by 
Rivers and Ferreira, Jour. Amer. Med. 
Assn.,°110:2132 (June 25) 1938.) 

Farr (5) analyzed 103 cases of cancer 
seen in the service of Dr. Charles L. Gib- 
son at the New York (N. Y.) Hospital 
during an eighteen month period, from 
the viewpoint of delay. He found the aver- 
age time elapsed between the appearance 
of the first symptoms and the first con- 
sultation was 3.19 months and the delay 
between first consultation and hospital ad- 
mission was 8.7 months; a total delay of 
11.89 months. He thinks that the feelings 
of helplessness and hopelessness with 
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which cancer is regarded are not justified 
and that ‘in accessible cancers, in which 
early diagnosis is possible, a high rate of 
cures should and could be obtained.” 

Harms, Plaut and Oughterson (9) con- 
tribute a paper based on interviews with 
158 successive patients, admitted to the 
New Haven (Conn.) Hospital or Tumor 
Clinic, 153 of whom were of ward or 
out-patient status. Only three of the 
patients presented themselves for study 
within one month of the onset of symptoms 
and these because of intestinal obstruction 
in one and because of hemorrhage in two. 

By these observers, delay by the patient 
is arbitrarily defined as having persistent 
symptoms for one month or longer. Delay 
by the physician is arbitrarily defined as 
waiting for any period longer than three 
weeks after the patient is first seen; dur- 
ing which a diagnosis may be established 
or a consultation requested. 

Based on the 155 cases, excluding the 
three who were seen as acute accidents, 
the delay was on the part of the patient 
in 54.8 percent, on the part of the doctor 
in 17.4 percent, and on the part of both 
the patient and the doctor in 27.8 percent. 

The cause for delay by the patient was 
as follows: symptoms not serious enough, 
56.9 percent; negligence, 11.3 percent; 
expense, 10.0 percent; ignorance, 6.9 per- 
cent; fear of cancer, 1.4 percent; fear of 
doctors, 1.4 percent; Christian Science, 0.6 
percent. No delay on the part of the 
patient, 11.3 percent. 

Delay on the part of the physician was 
found principally in relation to cancer of 
the internal organs, and the major reason 
for that delay was failure to request x-ray 
or endoscopic studies. The authors point 
out that many of the early symptoms of 
cancer are the same as those of functional 
disease “which constitute such a large 
proportion of the general practice of medi- 
cine. 

“The education of the people on the 
cancer problem is a mutual responsibility 
of the public and the medical profession. 
This educational program is still inadequate 
and ineffective.” 

These authors, it will be noted, have 
made the allowable time interval between 
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symptoms and physician one monih, in. 
stead of the three proposed by Pack and 
Gallo nine years ago. 

The following reports found in the 
literature (by no means all-inclusive) dur- 
ing the past seven years will show the 
tendency, we think, towards a time reduc- 
tion, particularly in the commoner forms 
of cancer. 

In thirty-nine years at the University 
Hospital (Ann Arbor, Mich.) 128 cases 
of cancer of the vulva, proved by biopsy, 
have been seen. The average delay in ap- 
plying for treatment was fifty-six weeks, 
Folsome (6), who analyzed the records, 
says: “No patient with pruritus vulvae 
should be treated with ‘medical noncha- 
lance.” 

Eggers, Cholnoky and Jessup (4) found 
that of 278 cases of cancer of the breast, 
twenty-one (7.55 percent) received treat- 
ment within one month of the discovery 
of the first symptom (tumor) and seventy- 
eight within four months (28.0 percent). 
The cases were seen at the Skin and Cancer 
Unit of the New York Post-Graduate 
Hospital (New York, N. Y.). 

In a discussion of “The Problem of 
Gastric Cancer” Cooper (3) says: “The 
prodigious effort expended by the medical 
profession in the study of malignant 
diseases probably has had less effect on 
mortality from gastric cancer than from 
any other of the common types of carci- 
noma.” He analyzes the records of 264 
cases of patients with cancer (unselected) 
of the stomach admitted to the New York 
Hospital (New York, N. Y.) between 
September, 1932, and December, 1939 
(714, years). The average duration of 
symptoms before hospital admission in this 
series was 12!/, months. Of forty-one 
patients with resectable cancer the delay 
was sixteen months. 

Between January, 1910, and July, 1937, 
there were 416 cases of carcinoma of the 
large intestine recorded in the Department 
of Pathology of the University of Minne- 
sota (Minneapolis), out of a total of 
26,798 autopsies (1.55 percent). Buirge 
(2) has found the following delays in 
these records in seeking treatment: right 
colon, 13 months; transverse colon and 
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descending colon, 12! months; sigmoid 
flexure, 14 months. 

Braund and George Binkley (1) in 108 
unselected cases of cancer of the rectum 
seen at Memorial Hospital (New York, 
N. Y.) found the average delay in seeking 
advice to be 8.9 months. In seventy-five 
patients an average delay between the first 
visit to the physician and reference to the 
clinic was 9.9 months. There was an over- 
all average delay of 18.8 months before 
hospitalization. 

In the Free Hospital for Women 
(Brookline, Mass.) between January, 1890, 
and January, 1941, Graves and Mezer (8) 
found records of sixty-six cases of cancer 
of the vulva among 1,668 cases of cancer 
of the cervix, 457 cases of cancer of the 
body of the uterus, and 179 cases of cancer 
of the ovary. Of these sixty-six cases only 
four were seen in less than one month of 
the development of symptoms and only 
forty in less than one year. 

Rosenblatt, Grayzel and Lederer (12) 
found the average time elapsed between 
the discovery of an enlargement of the 
testicle and consultation with the physician 
in twenty-nine cases was 15.2 months. 
Patients seen at the Jewish Hospital 
(Brooklyn, N. Y.). 

In eleven cases of carcinoma of the lung 
seen in the Thoracic Surgical Service of the 
University of California Hospital (San 
Francisco) the average time elapsed be- 
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tween the occurrence of symptoms and the 
establishment of the diagnosis was ninety 
months. Goldman (7) advocates the edu- 
cation of the physician and the layman to 
consider the possibility that men over forty 
years of age, with symptoms of chronic 
pulmonary disease, may possibly be suffer- 
ing from pulmonary cancer. 

We have presented the published views 
of these several authors who have con- 
tributed studies of delay in securing advice 
for malignancies of various organs. These 
views agree that a public educational pro- 
gram is the most likely to be followed by a 
diminution in the time loss. The layman 
must be taught the “danger signals’ that 
may mean cancer. He must be convinced 
that cancer in many instances can be dis- 
covered and cured if it is discovered and 
destroyed before metastasis has begun. He 
must be convinced that the physical ex- 
amination is made in the hope of finding 
something that is not cancer. 

We favor the development of lay edu- 
cational programs by every county medical 
society and of cancer teams in every hos- 
pital. The members of the hospital teams 
and of the county society speakers bureaus 
should be given every opportunity to study 
the voluminous literature of cancer and to 
study the clinical material present in the 
wards and private rooms of the hospitals 
in which they work, 
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EDITORIALS 
—Concluded from page 190 





Such incomes tend to render the earners 
powerless to act effectively alone in matters 
pertaining to health; they cannot provide 
adequate protection for themselves. 
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So long as such circumstances continue 
two evils will not cease to menace this 
country: communism and/or political medi- 
cine. 

Instead of dealing forthrightly with 
causes, we tend to concentrate on symptoms 
such as communism and/or political 
medicine. 
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SEARCH AND RESEARCH 
Migraine: Its Causes and Treatment 
With Author's Theory and Therapy 


Wallace Marshall, M.D. , 


Research Editor 


Migraine may be defined as a clinical 
syndrome which exhibits a unilateral head- 
ache, often accompanied by nausea and 
vomiting, and, at times, includes visual 
disturbances, all of which seem to be 
hereditary in nature. 

The author will review the current 
theories concerning the production of the 
syndrome known as migraine. 

He will introduce his own theory, which 
is an outgrowth of the old gallbladder 
theory, based upon over-distention of the 
gastro-intestinal tract by gas formation. 

The modern management (therapies) 
will be discussed in relation to his concept 
of the syndrome. 

The author has treated eight cases of 
migraine with a pressor extract of the 
pituitary gland. Six cases have had ade- 
quate relief from this treatment. One case 
was improved partially and another case 
received no relief from the author's treat- 
ment. 


Types of Migraine 


There are two types of migraine (hemi- 
crania). The most common is the simple 
type, without visual symptoms. The other 
exhibits visual symptoms. This latter type 
is called the ophthalmic, and patients with 
it complain of certain visual sensations 
called aurae. 

These aurae are usually premonitory, in 
that they precede the severe headaches. 
These patients usually exhibit a blind spot; 
their sight becomes blurred. They may see 
the so-called fortification figures, which 
are usually in the form of luminous bands, 
specks, or even objects. Their extremities 
may tingle. This may be regarded as neural 
continuations of the ophthalmic symptoms. 
Rarely patients will show various anaes- 
thesias or slight pareses. 

The hemicrania or headache appears 
usually without warning. It may be one- 
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sided, then it may change to the opposite 
side, or both sides of the head may be 
involved simultaneously. The pain usually 
begins over one eye, and this sharp pain 
may even extend to the back of the head, 
or it may involve the neck and shoulders. 
It is throbbing or pressing in character. 
Some patients must remain perfectly quiet, 
while others obtain some relief by moving 
continually. 

The nausea and vomiting become in- 
tense during the peak of the headache. 
Vomiting sometimes relieves the headache, 
but the pain may recur, and then this cycle 
may repeat itself. 

This syndrome usually lasts for 12 
hours; however, it may last from half an 
hour to a week. Remission from the seizure 
usually takes place at night. 

Migraine may strike two or three times 
a month and, in the female, the menstrual 
periods may bring about attacks. However, 
these episodes become fewer during the 
menopause. 


Causes 


It is doubtful if any patients have ever 
died of this disease, hence, definite patho- 
logic information has not been obtained 
from autopsies. 

There are several theories which should 
be discussed briefly as to the cause of this 
syndrome. 

The allergic theory favors certain foods 
and inhalants as the cause for these attacks. 
These irritating factors might actually pro- 
duce an attack, or they might act as con- 
tributory factors. 

The offending items are determined 
usually through skin tests or by elimination 
diets. The presence of a blood eosinophilia 
suggests strongly the presence of an allergic 
mechanism. Also, the presence of allergy 
in the patient’s family history is suggestive. 

Migraine is produced by these allergic 
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substances by means of one or two mecha- 
nisms. These irritating factors may cause 
the production of local vasomotor changes 
in the brain, or angioneurotic edema 
and/or local urticarial reactions in the in- 
tracranial meninges may occur. 

The psychological theory, recently advo- 
cated by psychiatrists and psychoanalysts, 
claims that, at times, psychic upsets produce 
the migraine syndrome due to various 
emotional disturbances in relation to one’s 
environment. 

The endocrine theory holds that the 
glands of internal secretion, because of 
various derangements, produce the syn- 
drome. Some advocates of this school of 
thought feel that theelin is absent or is 
much reduced in the patient’s urine in 
these attacks. Other observers have noted a 
decrease of estrin in the blood and urine 
in patients with migraine. Some of these 
investigators found that the melanophore- 
dilator principle of the pituitary gland was 
present in the urine of such patients. This 
thythm was identical with that of gon- 
adotropin. Furthermore, the injection of 
follutein may produce a case of typical 
migraine. Some workers think that these 
attacks are caused by the swelling of the 
pituitary gland, which they think also 
occurs during menstruation. The gland’s 
normal position may become dislocated, 
and it presses upon the walls of the sella 
turcica. The adjacent nerves may become 
involved, and this causes the ophthalmic 
symptoms. 

It has been noted that such patients ex- 
hibit a craving for sweets. A calcified ridge 
has been found in migrainous and non- 
migrainous patients, so that such a finding 
is not too important. Some workers think 
that migraine is produced by a transient 
hydrocephalus, as this is improved by the 
use of ergotamine tartrate (gynergen) 
which is supposed to inhibit the excretion 
of adrenalin and the stimulation of the 
sympathetic nervous system. 

And now we come to a theory which, 
to me at least, seems most logical. This is 
the gallbladder theory. Advocates of this 
theory point to the presence of vomiting 
as a symptom of gallbladder involvement. 
Vomiting relieves the headache many 
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times. There seems to be evidence of gall- 
bladder disease in many cases of migraine. 
This has been shown by x-ray studies. 
However, it should be pointed out that 
migrainous patients might have gallbladder 
disease without the occurrence of migraine, 
just as non-migrainous patients, who are 
afflicted with gallbladder disease, do not 
have migraine. Furthermore, the extirpa- 
tion of the gallbladder does not influence 
migraine in the least manner. Bile salts do 
help some cases, but it is known that most 
new treatments help cases for but a limited 
time. 


Author's Views 


Let us examine this gallbladder theory 
a bit further. If there happens to be a 
blocking of the bile in the common duct, 
the process of digestion will suffer. In- 
testinal stasis seems to predispose to the 
formation of excessive gas. Most migrain- 
ous patients will agree that if they expel 
flatus or belch, they obtain some relief. 
Vomiting produces the same results. Dis- 
tention of the transverse colon and gas- 
trium by gas may press upon the dia- 
phragm. This produces some difficulty in 
breathing, and the reflex nerve mechanisms 
can thus produce the migraine headache. 
Reverse peristalsis is common, for this 
produces vomiting which tends to relieve 
the gaseous bowel distention, and the 
patient then experiences relief until the 
bowel becomes distended once more with 
gas. 

In order to test my theory, it was thought 
advisable to compress the gut of migrain- 
ous patients during their attacks. The 
pressor substance of the pituitary gland 
was selected, a soapsuds enema was ad- 
ministered, and the content of half an 
ampoule was administered subcutaneously 
during the height of a female patient's 
attack. Within a short interval, following 
the administration (5 to 15 minutes), the 
patient began to expel a great amount of 
flatus without the presence of vomiting. 
However, the patient did feel slightly 
nauseated. Immediate relief from the 
migrainous headache was noted. This in- 
itial patient had the simple type of 
migraine, without the presence of any 
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aura. An hour later, the migraine began 
to return slowly, so the remainder of the 
solution in the ampoule* was administered 
in a similar manner. Again, after a short 
time interval, the patient again expelled a 
tremendous amount of flatus, and the head- 
ache iy! aay completely. This patient 
remained free from an attack of migraine 
for a | jooue of two months. This case was 
treated again as described above with com- 
plete success, and she remained free from 
a similar attack for four months. Her 
family moved from our city, and I have 
not been able to contact her to ascertain 
what has happened since she was treated 
by myself. 

Six similar simple type cases of migraine 
were then observed with the author's treat- 
ment. Five have been able to abort their 
attacks, since relatives were taught to ad- 
minister the enema with the hypodermic. 
One case (female) has reported that she 
obtains some relief by this therapy, al- 
though the headache does not disappear 
completely. However, she states that it is 
at least bearable, since it becomes dull and 
less intense in nature. 

One case of ophthalmic migraine (male) 
was treated similarly without success. This 
patient received the contents of one am- 
poule of the drug. 


Routine Therapy 


Let us examine briefly the current ac- 
cepted modes of therapy for migraine. Of 
course, the most widely known method 
employs ergotamine tartrate, which is sup- 
posed to inhibit the excretion of adrenalin, 
and it is also supposed to inhibit the sym- 
pathetic nerve components. But since 
ergotamine tartrate contracts the smooth 
musculature of the uterus (as in the treat- 
ment for hemorrhage following delivery of 
the placenta after childbirth), it seems 
~ * The pressor extract of the pituitary gland is 


manufactured by Parke-Davis and Company, Detroit. 
under the name of Pitressin. 


logical that this drug may also compress 
the smooth muscles of the gut; therefo« it 
may act similarly to the pressor subst ince 
of the pituitary gland. As was mentioned, 
if flatus is expelled adequately, the patient 
usually obtains at least temporary relief 
from the migrainous headache, and vomit- 
ing may not occur. 

Phenobarbital may relieve reversed per- 
istalsis and a hyperactive gut, which we 
assume is present in migraine. Hence, one 
may assume that the use of this drug helps 
such patients by lessening the convulsive 
reversed peristaltic waves in the intestines. 

Duodenal drainage relieves the gaseous 
distention which we have described previ- 
ously. 

The proper elimination of the allergens, 
which produce the gaseous distention 
(G.I. upset), will obviously prevent such 
attacks. 

Various other endocrine substances are 
employed. So many of these have been 
used, that it is difficult to consider each 
one in the limited space which is available 
at this time. However, many pituitary ex- 
tracts contain a pressor factor, which may 
relieve migraine in a similar manner. 

The inhalation of pure oxygen will have 
the tendency to quiet the irritable gut. 
Furthermore, it helps to eliminate various 
toxins, as does the use of thyroid. This 
latter drug increases the excretion of nitro- 
gen, carbon dioxide, and phosphoric acid, 
and it increases the consumption of oxygen. 

Atropine, belladonna and similar drugs 
may slow down the hyperirritable gut in 
these migrainous cases, in a manner similar 
to the result obtained by the use of the 
barbiturates. 

Various surgical interventions have been 
employed. Examples of this type of therapy 
are the sympathectomies and ganglionecto- 
mies, plus the ligation of the middle men- 
ingeal artery. 


416 VAN ANTWERP BUILDING 





Commemorating the First Organ- 
izational Meeting of the A.M.A. 

In recognition of the approaching cen- 
tennial celebration of the American Medi- 
cal Association, a scroll, commemorating 
the founding meeting of the A.M.A. which 
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was held in the buildings of the medical 
department of New York University, was 
presented to Dean Currier McEwen of the 
University’s College of Medicine at the 
recent Annual Alumni Day Dinner of the 
College in New York. 
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PEDIATRICS ~ 


Substitution Transfusion: A New 
Treatment for Severe 
Erythroblastosis Fetalis 


HARRY WALLERSTEIN (American 
Journal of Diseases of Children, 73:79, 
Jan. 1947) reports 9 cases of erythro- 
blastosis fetalis treated by substitution 
transfusion of Rh-negative blood. This 
method of treatment is based on the recog- 
nition of the importance of the Rh factor 
in the causation of erythroblastosis fetalis. 
In the first case treated the technique for 
bleeding had not been developed and only 
40 cc. of blood could be withdrawn, so that 
two transfusions were given, 40 cc. of 
blood being withdrawn each time and re- 
placed by 125 cc. of Rh-negative blood. In 
all other cases blood has been withdrawn 
from the longitudinal sinus by means of a 
19 gage needle and a syringe. A superficial 
vein of the arm is used for transfusion; 
an isotonic solution of sodium chloride or 
pooled plasma is first infused into this 
vein; when about 50 to 60 cc. of blood 
have been withdrawn from the fontanelle, 
the transfusion of Rh-negative blood is be- 
gun, When an estimated substitution of 
about 80 per cent has been obtained the 
needle is withdrawn from the fontanelle; 
this estimate is based on the infant’s weight 
allowing 10 per cent for total blood vol- 
ume. The transfusion is continued until 
about 75 to 100 cc. of Rh-negative blood 
is given in excess of the amount removed. 
Instead of the longitudinal sinus blood may 
be withdrawn from a branch of the radial 
attery, but sufficient blood cannot usually 
be withdrawn from the superficial veins. 
Seven of the 9 infants treated by this 
method of substitution transfusion made a 
good recovery. All but 2 of these 7 infants 
Were first seen by pediatricians and the 
Pfognosis was considered to be poor. In 
one case the substitution transfusion was 
done immediately after birth, because of 
the mother’s obstetric history and the 
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demonstration of anti-Rh agglutinins in her 
blood. In another case, the substitution 
transfusion was done ten hours after birth; 
in this case the child was cyanotic and 
showed moderate generalized edema; jaun- 
dice was slight. During the antenatal period 
the mother had been found to be Rh- 
negative with blocking antibodies in the 
blood. In 3 of the children in whom the 
substitution transfusion was not done until 
forty-eight hours or more after birth, there 
has been no evidence of sequelae, but when 
transfusion is done late, there is danger 
that kernicterus may have developed. In 
the 2 cases reported in which the infant 
died, substitution transfusion was done late 
and when jaundice was severe; the autopsy 
showed the typical findings of erythro- 
blastosis fetalis. The author is of the 
Opinion that both these infants might have 
recovered if the substitution transfusion 
had been given in the first twenty-four 
hours of life. History of erythroblastosis 
in a previous infant is the most important 
indication for prophylactic treatment, but 
serologic and genetic data should also be 
considered. 
COMMENT 

This radical procedure is adaptable only to 
the most severe types of erythroblastosis, 
namely, those infants who present severe an- 
emia and a large liver and spleen at birth. 
The performance of substitution transfusion 
should be carried out only by the most ex- 
perienced. Even then there is danger in the 
procedure itself. 

Most infants who present the manifesta- 
tions of erythroblastosis are not severely ill at 
the time of birth and if blood examination is 
then made in suspected cases simple, repeated 
transfusions with Rh-negative blood suffice to 
control the condition. po 


Agglutinative Reaction for 
Hemophilus Pertussis Following 
Whooping Cough and Following 
Immunization 


P. F. peGARA and S. A. MAYER 
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(Journal of Pediatrics, 30:171, Feb. 1947) 
report a study of the agglutination titer of 
the blood for pertussis bacilli in 130 
children one to twelve years of age. There 
were 38 children with a history of pertussis 
or a pertussis-like disease one-fourth to 
eleven years before the test. In 25 of these 
children the agglutination reaction was 
negative, two t- eleven years after the 
disease; 5 showed a high agglutinin titer 
three-fourths to eight years after the disease 
and 8 a low titer, one-fourth to eight years 
after the disease. Forty-six children had 
been given a full course of pertussis vac- 
cine from six weeks to nine years before 
the test. Only 3 
of these showed 


able” rise in 97.4 per cent. Only 2 children 
in this series who received prophylaxis de- 
veloped pertussis; they are siblings. One 
had been given vaccine injections by the 
family physician but did not develop an- 
tibodies; a booster dose of vaccine failed to 
elicit agglutinins (the one failure noted 
above after a booster dose). The other 
child had been given pertussis antigen and 
had developed agglutinin in low titer; a 
booster dose increased the agglutinin titer 
only slightly. The data-in this study are, 
therefore, insufficient to correlate agglutinin 
production with immunity, but clinical 
studies by others indicate that there is such 
a correlation. Re- 
cent studies by 
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cases. Twenty- 
four children had 
been given a full 
course of pertussis 
antigen six to 
eighteen months 
before the test. 
The agglutination 
reaction was neg- 
ative in 8 of these 
children; the ag- 
glutinin titer was 
high in 2 and low 
in 14 cases. Sev- 
enteen children 
who had not had 
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high agglutinin 
titer and im- 
munity, while the 
administration of 
“antigens” is not 
effective, in agree- 
ment with the 
authors’ findings 
in this study. 


COMMENT 

The general 
practioner and the 
pediatrician are 
looking forward to 
the day when a 
simple test may be 
done to determine 
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pertussis of _ the 








en prophylactic 
injections were 
tested; the agglutination reaction was nega- 
tive in all but one case in which. the 
agglutinin titer was low. Thirty-nine chil- 
dren who had either had a previous attack 
of pertussis or had been given pertussis 
vaccine or pertussis antigen were given a 
booster dose of pertussis vaccine. Four to 
twenty weeks after this, only 1 showed a 
negative agglutination reaction; the agglu- 
tinin titer was low in 12, but high in 26 
cases; the agglutinin titer showed a “‘not- 
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vaccinated child as 
well as the exposed 
child. The practitioner cannot study the anti- 
toxin titer of the individual child, The pro- 
cedure is _— — to be conducted in the 
office of the physician, 

Sauer has recently devised an intradermal 
test which will probably simplify the matter. 
Such a test can be made by the practitioner 
and with some added observations in the fu 
ture should prove of great value. _ 

From a practical standpoint it is now well 
known that children inoculated with a suf- 
ficiently large dose of pertussis vaccine are 
immunized for a period of three or four years 
in the majority of cases, Some observers state 
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that 97 to 98 per ‘cent of children are immune 
for this length of time. A stimulating dose 
of the vaccine after three or four years nill 
prolong the immunity until school age when 
each contact with the disease increases this 
immunity indefinitely. The protected child 
living in the same home with a child who has 
the disease will produce an immunity as last- 
ing as that found in the child who had per- 
tussis. 


H.E.U. 


The Treatment of Allergic 
Patients with Benadryl 


HYMAN GOLDSTEIN (Jozrnal of 
Pediatrics, 30:41, Jan. 1947) reports the 
use of benadryl in the treatment of allergic 
conditions in 79 patients, 71 of whom were 
children two to sixteen years of age. The 
conditions treated included hay fever, 
asthma, asthma and hay fever combined, 
urticaria and contact dermatitis. Benadryl 
was used in the treatment of attacks in 
each group, and if it gave relief, was con- 
tinued in minimum dosage for periods 
vatying from one week to two months. 
During the period of benadryl treatment, 
the child could eat foods that had previ- 
ously caused allergic reactions or live in a 
‘pollen-saturated” area without develop- 
ing symptoms. As a rule when benadryl 
was discontinued, the children remained 
free from recurrent attacks of their allergic 
disease. If there was a recurrence, another 
course of benadryl treatment was given for 
one or two months. The maximum dose of 
benadryl for children two to six years of 
age was 50 mg. daily, the minimum 20 mg. 
daily for children two years of age and 
30 mg. for three to six years of age. The 
maximum dose for children six to sixteen 
yeats of age was 150 mg. daily, and min- 
imum 100 mg. daily. The most frequent 
side-effect of benadryl was drowsiness; this 
was occasionally associated with nausea, 
Vertigo or diplopia. It was found that if 
Pyridoxine hydrochloride (25 mg.) was 
given with each dose of benadryl, the 
drowsy feeling wore off and the other 
symptoms were also diminished. In the 
entire series excellent results were obtained 
in 76 per cent and good results in an 
additional 10 per cent. 
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COMMENT 

Benadryl has become the most potent anti- 
histaminic remedy in recent years. The dosage 
need not be regulated by the age or weight 
of the child but rather by the effect of in- 
creasing the size of the dose to produce the 
desired result. This dose is variable in dif- 
ferent individuals and is dependent upon the 
severity of the symptoms in the child. If a 
small dose is employed at the onset and 
increased to an amount sufficient to control 
symptoms the accompanying drowsiness will 
be eliminated. 

There is a tendency on the part of parents 
at present to use the drug rather than con- 
tinue the inoculation with the offending al- 
lergen. The child who receives pollen or in- 
oculation against other irritants requires a 
smaller dose of benadryl to control symtoms 
than does the one who depends entirely upon 
the benadryl. 

H.E.U. 


Parenteral Administration of 
Ammonium Chloride for Alkalosis 
of Congenital Hypertrophic 
Pyloric Stenosis 


G. B. FORBES and J. A. ERGANIAN 
(American Journal of Diseases of Chil- 
dren, 72:649, Dec. 1946) report the use 
of ammonium chloride given parenterally 
to combat the alkalosis associated with con- 
genital hypertrophic pyloric stenosis. In 
the-majority of these cases, a satisfactory 
fluid and acid-base balance can be obtained 
preoperatively by the administration of 
dextrose and isotonic solution of sodium 
chloride ‘or of three chlorides U.S.P. 


‘(Ringer's solution). But in 3 cases seen at 


the St. Louis Children’s Hospital, alkalosis 
was so extreme that death occurred before 
the patients could be prepared for oper- 
ation; on 2 occasions severe, almost fatal, 
reactions occurred following operation 
when alkalosis and hypochloridemia had 
not been adequately corrected postopera- 
tively. A solution of ammonium chloride 
has been employed in the treatment of 9 
infants with congenital hypertrophic pyloric 
stenosis who showed a significant rise of 
serum bicarbonate. The solution is made 
up by adding dry ammonium chloride 
(“analytic grade”) to isotonic sodium 
chloride or isotonic solution of three 
chlorides U.S.P. so as to make a one-sixth 
molar solution of ammonium chloride (8.9 
gm. per liter). Preliminary animal experi- 
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ments showed that this solution does not 
irritate the subcutaneous tissues, so that it 
can be given subcutaneously as well as 
intravenously. In the 9 cases in which it 
was employed the alkalosis was successfully 
ameliorated by the intravenous or sub- 
cutaneous injection of this solution; there 
was a toxic reaction in only one case, in 
which an intravenous injection was given 
too rapidly. In the treatment of the al- 
kalosis of congenital hypertrophic pyloric 
stenosis, it is important to combine am- 
monium chloride with some solution con- 
taining sodium, as in the preparation of the 
solution described, to avoid the risk of 
further dehydration. Other important as- 
pects of the preoperative treatment of this 
condition must not be overlooked, such as 
the administration of sufficient fluid and 
of protein hydrolysates and often trans- 


fusions of whole blood or plasma. As a 
rule ammonium chloride should be used 
in treatment only if the status of the bicar- 
bonate of the blood can be accurately de- 
termined; the only exception would be an 
emergency case with definite clinical evi- 
dence of alkalosis. 


COMMENT 


This is a good surgical procedure preced- 
ing the operation for pyloric stenosis, par- 
ticularly in the rare instance in which the 
operation must be performed in the neglected 
case. 

Pyloric stenosis of infancy is now an easily 
recognized condition and the i of 
rapid loss in weight, obstipation increase 
in the amount of vomitus, together with the 
characteristic physical signs, should be suf- 
ficient in most cases to warrant operation 
before the appearance of alkalosis. 


SURGERY 


Expeditious Care of Full-Thickness 
Burn Wounds by Surgical 
Excision and Grafting 


OLIVER COPE and associates (Annals 
of Surgery, 125:1, Jan. 1947) report the 
treatment of full-thickness burn wounds 
of the skin by prompt surgical excision of 
all dead tissue and immediate skin grafting. 
Where the burn is circumscribed excision 
and grafting can be done within a few 
hours. In patients with extensive full- 
thickness wounds, hemostasis is achieved 
and maintained by the administration of 
plasma, saline solution, whole blood and a 
high protein diet, so that certain areas can 
be excised and grafted within a few days, 
but the care-of other areas is postponed. 
When delay in closure of full-thickness 
burns is necessary, infection always occurs 
in spite of systemic chemotherapy. In 10 
— with circumscribed full-thickness 

urns, excision and grafting was done 
within a few hours; in 8 cases between 3 
and 11 hours, in 2 cases not until the 53rd 
and 99th hour, respectively. In the case in 
which treatment was delayed 53 hours, the 
patient was an epileptic, and unable to 
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cooperate; in the other case delay was due 
to failure to recognize the full-thickness 
destruction. Two patients in this group 
were given sulfadiazine and the remainder, 
penicillin. The grafts took at least 95 per 
cent except in the case of the epileptic. 
There was delay in healing in another case, 
due not to incomplete take of the graft, 
but to failure to excise a small margin of 
destroyed skin at one .point. Infection de- 
veloped in 2 cases but was serious in only 
one case, the epileptic; this was probably 
due in part to delay in grafting, but also 
to inadequate mobilization of the grafted 
area because the patient was ungovernable. 
In this group the final healing of the 
gtafted areas was good with a minimum of 
scarring, contracture and disability. In 11 
patients with 12 circumscribed full-thick- 
ness burns excision and grafting were de- 
layed because of the presence of invasive 
infection. Only one of these patients was 
admitted to the hospital on the day of the 
burn, and in this case the depth of the 
injury was misjudged so that immediate 
excision and grafting were not done; the 
other patients were admitted 2 to 18 days 
after the injury. Penicillin was used in the 
treatment of all these patients either 
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parenterally or locally with sulfadiazine in 
2 cases and tyrothricin in 3 cases. The in- 
flammatory reaction subsided in the wound 
in almost all cases before excision was 
done; in 4 wounds, closure was done im- 
mediately after excision; in the remainder 
closure was done in 2 to 4 days, penicillin 
being applied locally in the interval. In 9 
wounds, the take of the grafts was ‘“‘vir- 
tually complete;” in one, there was com- 
plete failure of the graft; in 2, the take 
was 40 and 85 per cent respectively. The 
final healing was not as satisfactory in all 
of this group as in the first group; if in 
some instances the scarring was minimal 
with no disability, in others there was 
keloid formation. In 17 patients with 30 
areas of full-thickness burn, the danger of 
burn shock and the “physiologic imbal- 
ance” of the patient required treatment in 
most instances before the initial operation, 
and several operations were necessary to 
treat all the areas with full-thickness in- 
volvement. Penicillin was given to all 
patients, and was also applied locally to 
wounds after excision in some instances. 
The initial operation was done from one 
to 35 days after injury in these cases. In 
spite of the administration of penicillin, 
there were clinical signs of infection in 
all wounds prior to excision; in one patient 
because of deep burns involving the ten- 
dons and muscles of the legs, gas gangrene 
developed, making amputation necessary. 
Good healing, with minimal scar forma- 
tion, was obtained in wounds grafted 
within one week after injury, but deep 
scarring and contractures have occurred in 
wounds in which there was prolonged in- 
fection. 


COMMENT 


In recent years the literature has been re- 
plete with contributions dealing with the man- 
agement and care of patients suffering from 
burns. The basic principles underlying the 
treatment of shock, toxemia and the various 
constitutional disturbances associated with the 
receipt of burns have been pretty well estab- 
lished and standardized, The local treatment 
and subsequent reparative procedures suggest- 
ed cover a wide range. The medical attendant 
's offered a wide choice of acceptable methods 
limited only by his own experience and per- 
sonal choice. Doctors Cope and his associates 
advocate prompt surgical excision and im- 
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mediate skin grafting. Their experience covers 
the management of 21 cases. While the results 
were not uniformly successful they have been 
able to point out difficulties which militated 
against perfect results in all cases. Adoption 
of this method, which seems basically sound, 
presupposes a careful selection of patients, an 
exact appreciation of the extent of the dam- 
age done, studied technic, adequate supportive 
measures, and meticulous after care. rus 


The Surgical Treatment 
of Bone Tumors 


B. L. COLEY (Bulletin of the New 
York Academy of Medicine, 23:109, Feb. 
1947) has found that benign tumors of 
the bone should usually be treated sur- 
gically, not only because they cause symp- 
toms but because of the possibility of 
malignant degeneration, especially with 
the chondromas. Osteochondromas should 
be removed completely; central chondromas 
may be curetted and the cavity treated with 
an escharotic. Both bone cyst and giant 
cell tumors are usually treated by curettage; 
bone regeneration is facilitated if strips of 
cortical bone from the tibia, or chips of 
cancellous bone from the iliac crest, are 
employed to fill the cavity; primary wound 
closure is indicated in these cases, Giant 
cell tumors in the rib, the fibula, or the 
patella may be completely removed by re- 
section. Curettage of giant cell tumors, 
where resection is not possible, may be 
followed by recurrence, and eventually by 
sarcomatous degeneration; recurrences are 
less frequent with bone cysts. In osteogenic 
sarcoma of the long bones, amputation is 
indicated; in a series of 89 amputations 
for osteogenic sarcoma previously reported 
by Pool and the author, the five-year sur- 
vival rate was 32 per cent. The most fre- 
quent site of osteogenic sarcoma is the 
lower fenur, and it used to be considered 
that a hip-joint disarticulation was indi- 
cated in these cases, but as few patients 
can get about satisfactorily with a pros- 
thesis after this operation, the author has 
employed high thigh amputation in cases 
where clinical and roentgenological ex- 
amination shows the tumor to be confined 
to the lower femur. The level of ‘amputa- 
tion employed is always at least as high ‘as 
the junction of the upper fourth and lower 
three-fourths of the femur. In 39 cases of 
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osteogenic sarcoma of the lower femur and 
one case involving the lower fibula, high 
thigh amputation was done; recurrence in 
the stump occurred in only 2 cases; in one 
of these a secondary hip disarticulation re- 
sulted in a five-year cure. The five-year 
survival rate for the 40 cases was 35 per 
cent. These results indicate that in well 
selected cases the mutilating operation of 
hip-joint disarticulation can be avoided by 
high thigh amputation. While radiation 
therapy promptly relieves pain and causes 
regression of the tumor in Ewing's sar- 
coma, such large doses of x-rays are re- 
= to sterilize the tumor permanently 
that the power of normal bone regeneration 
is destroyed. The author has found that 
in selected cases, better results may be ob- 
tained by a course of a radiation 
with moderate doses followed by resection 
of the tumor-bearing portion of the bone. 
Cases suitable for this combined treatment 
are not frequently seen, however. In 
reticulum cell sarcoma, primary in bone, 
radiation therapy is the method of choice. 
In some cases where a malignant bone 
tumor shows the histological characteristics 
of metastatic cancer, but the primary tumor 
cannot be found, amputation of the af- 
fected extremity may be indicated if pain 
is severe or there is danger of pathological 
fracture. The same palliative operation may 
be indicated in patients with —_ 
primary sarcomas of bone, even if meta- 
static lesions are present. 


COMMENT 


Doctor Coley sounds a note of optimism 
and encouragement in this report on the treat- 
ment of bone tumors. While insisting on the 
complete surgical removal of benign tumors 
he warns against the possibility of recurrence 
and subsequent sarcomatous degeneration 
where complete resection is not possible. It 
is comforting to realize that hip-joint dis- 
articulation is not a must indication in osteo- 
genic sarcoma of the lower femur, The article 
is valuable in that it is authoritative and the 
conclusions set forth are based on careful 
study and survey of a sufficient number of 
cases. . M. B. 


Treatment of Chronic Osteomyelitis 
with Streptomycin 


T. A. LAMPHER and CHARLES 
CASHMAN (New England Journal of 


202 





Medicine, 236:318, Feb. 27, 1947) report 
4 cases of chronic osteomyelitis treated by 
operation and local application of strepto- 
mycin; in 3 cases streptomycin was also 
given by injection. Thorough débridement 
and excision of necrotic tissue and poorly 
vascularized granulations were done as well 
as sequestrectomy or saucerization. The 
wounds were irrigated with physiologic 
saline solution. Fibrin foam soaked in 
streptomycin was applied to the entire 
wound surface. If adequate hemostasis was 
not obtained at the time of the operation 
with the use of hot saline packs, vaseline 
gauze pressure dressings were applied for 
twenty-four to forty-eight hours before the 
streptomycin was applied. Streptomycin 
solution was also employed for irrigation 
of the wound. The local dosage of strepto- 
mycin was 150,000 units; the dosage for 
the intramuscular injection was 200,000 
units every three hours. In each case the 
infecting organisms were shown to be 
sensitive to streptomycin by i vitro tests. 
The results in these cases were good, with 
healing of the wound and excellent callus 
formation around bone fragments or grafts. 
A longer period of observation is necessary 
before these cases can be regarded as cured 
as recutrence may occur in chronic osteo- 
myelitis many months or years after an 
apparent cure. The combined therapy with 
local application and intramuscular injec- 
tion of streptomycin was found to be of 
definite advantage, as it permitted such 
procedures as skin grafting and secondary 
closure to be done in a much shorter time 
than local treatment alone. There were no 
toxic reactions to steptomycin in any of 
these cases. 
COMMENT 

Chronic osteomyelitis is usually refractory 
to treatment and is always a distinct challenge 
to the experience, patience and downright 
ability of the responsible kegs gam The ex- 
perience reported herewith in the use of = 
tomycin both locally and _ intramuscularly, 
while based on the study of a comparatively 
few cases (4 in all) treated in this manner, 
is of interest to all surgeons. The idea 1s 
sound, The authors describe the technic that 
they have developed including streptomycin 
in the management of chronic osteomyelitis. 
The results obtained will surely encourage 
other surgeons to make use of this suggestion 
in treating similar cases. TMB. 
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Classical Quotations 


@ The question of transfusion has often occurred 
to me. . . But is transfusion an operation which 
our present knowledge would authorize? If safe in 
itself, however, might not time be gained by the 
operation, for such functional changes to occur as 
would supply healthful blood? 


WALTER CHANNING 


Notes on Anhaemia [hemolytic anemia of preg- 
nancy], principally in its connection with the Puer- 
peral State, and with Functional Disease of the 
Uterus, with Cases. New England Quarterly Journal 
of Medicine and Surgery, Oct. 1842, page 157. 


Clinical Medicine 


Modern Management in Clinical Medicine. By Fred- 
erick K. Albrecht, M.D. Baltimore, Williams & 
Wilkins Co., [c. 1946]. 4to. 1288 pages, illus- 
trated. Cloth, $10.00. 


HIS is an excellent book for every 
practicing physician. It is very clear, 
concise and complete. A short description 
of each disease is given which includes the 
etiology, clinical features, and diagnostic 
procedures. The treatment outlined is 
complete, and is detailed to such a degree 
that practically all questions are answered. 
Alternative methods of therapy are given 
for those diseases for which more than one 
method of treatment is available. 

Although the author intended this vol- 
ume for the office, internes and residents 
will find it very helpful. It will serve as 
a ready reference for them as well as the 
practitioner. Its greatest use will be found 

before, during and after office hours. 
VicTOR GROVER 
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Autobiography of a Nurse 


No Time for Tears. By Lora Wood Hughes. Boston, 
Houghton Mifflin Co., [c. 1946]. 8vo. 305 pages, 
illustrated. Cloth, $3.00. 


bs book is a truly fine autobiography 
of the author depicting the early 
pioneer life of a graduate nurse in Amer- 
ica. It is an historical scenic travelogue 
with a thread of romance and devotion 
running through most of its pages, a 
saga of the development of the Northwest, 
interspersed with numerous witty anec- 
dotes. The various characters that the 
author is thrown into contact with are 
of intense interest to the reader. 
Although this book is of great general 
interest, no doctor or nurse should pass 
it by without reading it. 
THomAs B. Woop 


New Edition of Katz 


Electrocardiography. Including An ‘Atlas of Electro- 
cardiograms. By Louis N. Katz, M.D. 2nd Edi- 
tion. Philadelphia, Lea & Febiger, [c. 1946]. 
883 pages, illustrated. Cloth, $12.00. 


Exercises in Electrocardiagraphic Interpretation. By 
Louis N. Katz, M.D. 2nd Edition. Philadelphia, 
Lea & Febiger, [c. 1946]. 4to. 288 pages, illus- 
trated. Cloth, $6.00. 


re KATZ’s two volume work on 
Electrocardiography is a real contribu- 
tion to the subject for the new student 
and the more experienced cardiologist. The 
second edition has been thoroughly brought 
up to date especially in regard to the 


‘greater variation of the’ normal. 


In the smaller volume, Exercises in In- 
terpretation, the cardiologist can experi- 
ence real entertainment testing his skill 
against that of the author. In this volume 
Dr. Katz presents 100 short case sum- 
maries with the accompanying tracing and 
his interpretation. 

HENRY D. FEARON 
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Fundamentals of Clinical Neurolo Bq H. Houston 
Merritt, M.D. Fred A. Mettler, M.D. & Tracy 
Jackson Putnam, M.D. Philadelphia, Blakiston 


Co., [c. 1947]. 8vo. 289 pages, illustrated. Cloth, 
$6 


0. 


Prinei, fee rot Practice of Obstetrics. a Joseph B. 
De M.D. & J. P. Greehnill, M.D. 9th Edition. 
Philadelphia, W. B. Saunders Co. « (ce. 1947]. 
Large 8vo. 1,011 pages, illustrated. Cloth, "$10. 00. 


Aphasia: A Guide to Retraining. By Capt. Louis 
Granich, M.C.(Adm.), U.S.A. Appendix with Sgt. 
George W. Pangle, M.C., U.S.A. ew York, 
Grune & Stratton, [c. 1947]. 8vo. 108 pages. 
Cloth, $2.75. 


The Unconquered Plague. A Popular Story of 
Gonorrhea. By Harry Wain, M.D. New York, In- 
ternational Universities Press, [c. 1947]. 16 mo. 
119 pages, illustrated. Paper, $1.50. 


Obstetrical Practice. By Alfred C. Beck, M.D. 4th 
Editicn. Baltimore, Williams & Wilkins Co., [c. 
1947]. 4to. 966 pages, illustrated. Cloth, $7.00. 


Clinical Allergy. A Monograph on the Management 

= Treatment of Allergic Diseases for General 

iti 3s and Students of Allergy. By Alexan- 

a Sterling, M.D. assisted by Bea Sterling Hol- 

lander, M.D. New York, International Universi- 

ties Press, [c. 1947]. 8vo. 198 pages, illustrated. 
Cloth, $5.00. 





Penicillin Therapy Including Streptomycin, Tyro- 

thricin and Other Antibiotic Therapy. By John A, 
Kolmer, M.D. 2nd Edition. New York, D. Apple- 
ton-Century Co., .[c. 1947]. 8vo. 339 pages, illus- 
trated. Cloth, $6.00. 


Uleer. The Primary Cause of Gastric and Duodenal 
Ulcer. Diagnosis, Medical and _ Surgical Treat- 
ment, Prevention. By Donald Cook, M.D. Chicago, 
Medical Center Foundation and Fund, [c. 1946]. 
8vo. 187 pages, illustrated. Cloth, 


If is Need an Operation. By Richard A. Leonardo, 
M.D. ew York, oben Press, [c. 1947]. 8vo. 
198 pages. Cloth, $3.00. 


La Reticulose Histiomonocytaire. Dr. P. Cazal. 
Paris, Masson & Cie, risaeye “o 195 pages, 
illustrated. Paper, 350 fr. 


Maladies et Syndromes Rares ou peu Connus. De- 

scription Clinique—Re or ~ Signes et Liste 

des Noms Propres. Aimes. Paris, 

ss & Cie, [1946]). — 205 pages. Paper, 
r. 


Prolapso Spore. 8y Dr. N. Amigo de Bonet. Bar- 
celona, J. M. Massé, [1945]. 8vo. 98 pages, illus- 
trated. Paper, 35 ptas. 


Tumores del Ovario con Actividad Hormonal. By 
Dr. Emilio Gil Vernet. Barcelona, J. M. om 4 
— 8vo. 346 pages, illustrated. Cloth, 130 
ptas. 


CORRESPONDENCE 


Dear Doctor Jacobson: 

Your editorial, which concerns general 
ractitioners, in the May issue of MEDICAL 
IMES, is a masterpiece. It is most valuable 

particularly because it doesn’t mince any 
words. This is the exact time for straight 
talk, and I am delighted that you have 
published this concise and most timely edi- 
torial. I trust that you will get a good 
response from the readers of this article. 
Perhaps it will stimulate some constructive 
thinking among our G. P. colleagues 
throughout the country. 

With kind regards and all good wishes, 

Sincerely yours, 
Wallace Marshall, M.D. 


Dear Doctor Jacobson: 

Your article in the May MEDICAL TIMES 
entitled “The Closed Shop and Monopoly 
in Medicine,” was the most informative, 
understanding, and finely written article 
about the general practitioner that I have 
read. I had it read before a group of 
seventy-five general practitioners recently 
and their comment was praiseworthy. I feel 
that every general practitioner should read 
it. My compliments to you, sit. 

Yours sincerely, 
E. C. Held 
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